In the early 1960s almost all children with cancer died. If treatment was offered at all, it was not intensive and the children could be managed out of hospital except where supportive care was needed. Over the past three decades the outlook in terms of survival for these children has dramatically improved (to overall survival rates of over 60%; Boring et al., 1994) . This has been achieved through the use of national and international trials and, for the majority of children, a significant increase in intensity of treatment. Although no-one could question the importance of this improvement, the intensity of the therapy and its side-effects can have a significant and often adverse effect on the life of the child (Stuber et al., 1994) . Although survival must not be compromised, there is an increasing awareness that more could be done to reduce symptoms and improve quality of life. Some practical changes in administration of therapy are welcome. There has been an improvement in the control of nausea with better anti-emetic therapy. Widespread use of central venous catheters minimises the need for venepuncture and in the majority of cases it is now possible to perform many unpleasant procedures (e.g. bone marrow aspirations or lumbar punctures) under sedation or general anaesthesia.
Despite these changes, however, there has been increasing recognition of the potential side-effects of therapy. This applies to both the short-and longer term. In the short term, children can experience lengthy hospitalisation, school absence, broken friendships, hair loss, nausea and mouth ulcers. Once treatment is over, there may be long-term problems such as growth impairment and infertility (Shalet, 1989) , respiratory (Jenney et al., 1995a) or cardiac damage (Lipschultz et al., 1991) , as well as educational and psychological problems (Eiser and Havermans, 1994 (La Greca, 1990 ). With few exceptions (Varni and Setoguchi, 1991) The challenge when working with children, however, is to take into account how concerns change with maturity. 1314 Central to many definitions of quality of life is the impact of disease on school or work progress and relationships with friends. 'Getting on at school' may have a more social meaning to the young child. (Edelbrock et al., 1986) . In addition, they lack direct information that enables them to make competent ratings about difficulties the child experiences at school or in interactions with friends. (Graham and Hughes, 1995) .
The standard paradigm used to assess children's symptoms tends to include numerical rating scales with descriptive or pictorial landmarks, colour or visual analogue scales. The commonly used visual analogue scale has been used successfully to assess pain in 3 to 12-year-old children (Beyer and Knapp, 1986) . Zeltzer et al. (1988) report some evidence that children from 6 years of age can reliably use similar rating scales. A popular alternative involves the use of faces in place of the traditional numerical rating; (the faces depict different emotions and are ordered from very sad to very happy), Zeltzer et al. (1984) reported 80% concordance between parents and their child on ratings of nausea and vomiting using faces as signposts along the scale. However, C Eiser and MEM Jenney not everyone would agree. Redd et al. (1987) reported that similar scales were not helpful when working with children less than 9 years old.
Measuring health and quality of life Children have very different ideas about the meaning of health compared with adults. Younger children tend to describe good health as the ability to perform superman acts, to be able to run faster than anyone else or be an Olympic champion. With age, individuals increasingly describe good health as the ability to perform everyday functions, with the elderly describing themselves as healthy as long as they perform basic self-care activities (Millstein and Irwin, 1987) .
In practice, workers tend to adopt the WHO definition of quality of life, which emphasises a state of complete physical, social and mental well-being, and not merely the absence of disease or infirmity. Most include an ad hoc selection of items rather than being based on any theoretically driven understanding of quality of life. Certain requirements of any acceptable measure have also been advocated; a measure must be brief but comprehensive; reliable and valid, and include both child and adult ratings (Mulhern et al., 1989) . In practice, some of these requirements may be less appropriate than others. The argument for a reliable instrument needs to be balanced against the inevitable change that accompanies development of any child. In addition, the scale must be sensitive to fluctuations in the health of the child with cancer. The search for a highly reliable measure may in fact prove a red herring.
Recognition of the way in which quality of life in children with cancer can be compromised has resulted in a number of measures (for reviews see Eiser, 1995; Jenney et al., 1995b) . There is some variation, however, in the assumed components of quality of life. Mulhern et al. (1989) argue that it is important to make at least three broad distinctions; between physical function, psychological function and self-satisfaction. In contrast, a larger number of domains are distinguished by Feeny et al. (1992) ; including cognition, mobility, sensation, pain, self-care, fertility and emotion. Although several measures take adult work as the starting point, others are based on the results of detailed interviews or focus groups with young people, in efforts to ensure that the measures really focus on issues of importance to the child. While acknowledging that it is possible and advisable to elicit information directly from children, the need for parallel child and adult forms is also recognised. This is specially important in work with very young or sick children of all ages.
A summary of published quality of life scales is shown in There has been considerable progress in the extent to which clinicians now recognise the need for child-based assessment, with the related acknowledgement that this cannot be a simple scaling down of adult measures. For the future, however, there is a need for a more theoretically based approach to understanding and assessing quality of life in children with cancer. This may best be achieved by adopting a wider framework defined by normative developmental psychology. 
